In doubtful cases do not wait too long before exploring for it is quite wrong to act upon the slogan wait and see when looking might provide the remedy.' Since then surgeons have come to accept the "pre-emptive strike," in which early laparotomy is performed when the need for an operation is in doubt to prevent the more serious complications that may follow untreated progression of disease. However, this view has been brought into question by recent advances in diagnostic and management aids.2 Early exploration in doubtful cases will always be associated with the possibility of a "negative laparotomy"-"that is one in which no explanation for the patient's symptoms is found or one in which the symptoms are explained but the condition does not require an operation. Figures over 25% for the removal of a normal appendix are not uncommon2 despite evidence that the complications which may follow such an operation are not insignificant.3 Although difficult to evaluate, the complications of negative laparotomy are likely to be more serious in patients who are ill from associated conditions, as has been shown for colonic pseudoobstruction. 4 Furthermore, hospital stay and final recovery are prolonged.
However, attempts to decrease the number of unnecessary interventions may lead to some patients having a necessary operation delayed; this has been termed a bad management error,5 as these patients have potentially life threatening conditions. The surgeon, like a latter day Ulysses, must steer a course between the Scylla of a negative laparotomy and the Charybdis ofbad management errors. At the same time he has to be aware of the potential costs and benefits of his decisions. 6 Several routine investigations have been added to history taking and physical examination in the clinical assessment of the acute abdomen. Few have convincingly contributed to the sensitivity or specificity of a diagnosis when couched in the terms: "Do I need to open the abdomen?" For example, urine microscopy, serum amylase concentration, and the presence of fever and leucocytosis have added little to clinical evaluation.78 Likewise, the role of plain radiographs, except when perforation or obstruction are suspected, has been questioned,9 particularly when they are interpreted by a junior doctor.'" Attempts to avoid a negative laparotomy or a bad management error rest not so much on the right diagnosis but on making the right decision: to operate or not."I This decision will be influenced by the referral pattern and the urgency of presentation. Though diagnosis and decision may march together, the last is axiomatically more important. ' 
patients without an inflammatory focus. Thus fine catheter aspiration is of most value as an investigation before laparoscopy, with negative results preventing unnecessary laparoscopy and patients with positive results proceeding to laparotomy or laparoscopy depending on the clinical picture.53 54 Peritoneal lavage, although usually used to investigate blunt abdominal trauma," has also been used to assess the acute (non-traumatic) abdomen.56 As in trauma examination of lavage fluid for leucocytes, red cells, bile, amylase, and bacteria provides valuable information about the underlying condition and the need for surgery.
LAPAROSCOPY
The use of laparoscopy before an operation in patients with acute abdominal pain is not new,57 and several studies have investigated its role in diagnostic decision making.5843 A selective policy of laparoscopy in patients with acute abdominal pain in whom the decision to operate is in doubt13 can reduce the management error rate to almost zero. Patients with possible appendicitis are particularly suitable for this technique as the normal appendix can be visualised at laparoscopy in at least three quarters of patieiits,64 and with experience this proportion rises to nearly 100%. 65 It could be argued that laparoscopy should be performed in all women with suspected appendicitis, irrespective ofthe certainty ofthe diagnosis, because of the high error rate in this group.61 659 Failure to reduce unnecessary appendicectomy rates despite preoperative laparoscopy may reflect inexperience in the technique.'7 Non-visualisation of the appendix does not inevitably necessitate its removal as signs of inflammation in the right iliac fossa will usually alert the laparoscopist to the possibility of appendicitis,6162 and in some cases another obvious cause for the acute abdominal pain may be found. 65 Laparoscopy is safe and relatively simple to learn; the introduction of laparoscopic cholecystectomy7' will also make it more familiar to surgeons. The complication rate associated with laparoscopy is about 3% with a mortality of eight per 100 000.72 These figures include both diagnostic and operative laparoscopic procedures and are considerably less than the reported complication rate after the removal of a normal appendix, which can reach 17%. Although laparoscopy in the acute abdomen is usually done under general anaesthesia, it can be readily performed under local anaesthesia. 73 However, it remains difficult to do so in the presence of acute abdominal pain with possible inflamed parietes. The new minilaparoscope, which has been used under local anaesthesia in the assessment ofblunt abdominal trauma,74 may prove valuable in the acute abdomen.
Discussion
Emergency admissions continue to account for the largest proportion of the overall general surgical workload and available resources75 and have stimulated, along with surgical audit and peer review,262776 the development of many techniques described in this review. Rigorous analysis of management successes as well as failures must be encouraged, and sufficient evidence now exists to support the widespread introduction of structured data sheets for the initial history taking and physical examination of all patients who present with acute abdominal pain. Whether a computer is used to produce diagnostic probabilities remains a personal choice, but the additional advantages of teaching and data collection make it an attractive adjunct. The decision about additional investigations will always rest with the clinician, but boih ultrasonography and fine catheter aspiration should become more widely used and must be available 24 hours a day. Similarly, gastrointestinal contrast studies in the emergency investigation of the acute abdomen are to be encouraged, particularly in cases of large bowel obstruction. Laparoscopy remains the final tool in the surgeons' armamentarium with which an incorrect management decision can be avoided and in the future must become as familiar to the general surgeon as it has been in the past to the gynaecologist.
In each patient who presents with an acute abdomen the decision to operate is central. A negative laparotomy or the failure to operate early may have far reaching consequences, and it could be argued that those units BMJ VOLuME 303 2 NOVEMBER 1991 which do not pursue routines of the kind discussed here are failing to provide an adequate service to their patients. I thank Professor H A F Dudley for his advice and criticism.
